Welcome to the e PREP provider portal page!

1. New providers / groups enrolling with Maryland Medicaid for the first time will need to
create a user profile. In order to begin this process, please click the “Sign Up” hyperlink
shown below:

’
Welcome to ePREP!
@ Let's Sign in Best viewed in:@ Chrome
Username 1
E-mail address y
DEPARTMENT OF HEALTH
Don't have a User F‘rﬂﬁle Next
A WARNING! A
You have accessed Maryland Medicaid's Internal Test Site - NOT Intended For Public Use
Applications submitted from this environment WILL NOT be processed by Maryland Medicaid.
To access Maryland Medicaid's Public Site e[ 45513
-

2. On this page, you will enter your personal information (first and last name), create a
username, password and fill in all corresponding information followed by selecting the
“Next” button when completed.



Welcome to ePREP!

L Iy nameis Luey. I'm here to helpyou creste your ePREP User Profile. This profile allows you to securely loginto the ePREP
| i) Portal at any time (24/7] from an up-to-dste web browser: Chrome, Firefox, Safari, IE Explorer.
‘ ‘ Let's get started!
First neme Last name
Usernams
Password Confirm =

Pnane number

Recovery emell eddress

Thes seCAPTCHA.
e e g i
\/ I'm not a robot

Frivacy - Tamz

By selecting Mext, you agree to the Terms and Conditions.

Best viewsd in: 6 Chrome @

3. In an attempt to increase security measures within the portal, please determine how you
would like to receive your authentication code - once you have made your selection, please
click ‘Next’.

N We heve increased our security levels and need to verify your device.

( !" Choose an gption below to receive your security code.

" Once you receive the code, you will enter it here in ePREP before you can login

@  Sendtext message to my phons numoer
Call ry phone member

Send to my recovery emall address

4. Please enter your 6 digit authentication code and click ‘Verify’.



I'm sendingyou the verihcation code to this location. This code will expire in ‘90 minutes. This code can only be
— Eenerated up to 5 times within a 24 nour period.

@ The verification code has een sent to your Prone Momiber:

‘; (410)

ePRER- Emter & dight Verification Code

= |

@ You did it!

e

Success

Select Login to continue

LOGIN

5. Once you have successfully entered and verified your security code, users will need to
login for the first time with your username (email address) and password. Both of which
were entered and created in the steps above.



Welcome to ePREP!

Let's Sign in

2h

Maryland

DEPARTMENT OF HEALTH

Don't have a User Profile? Sign Up

A WARNING! A

You have accessed Maryland Medicaid's Internal Test Site - NOT Intended For Public Use
Applications submitted from this environment WILL NOT be processed by Maryland Medicaid.

To access Maryland Medicaid's Public Site [felle 413513

€PREP Portal S50 Version: 4.0.1.5 - Build Number:180

® Copyright 2021 Digital Harbor Inc. Al rights reserved
Snagit Capture

6. Once you have entered your credentials, you will be asked to create your business profile.
In order to do this, you must first enter and verify your NPl number.

Let's Create Your Business Profile

Moww that you have a User Profile, you will need to set up a new Business Profile or join sn existing one.
Start by entering your NP or Provider 10,

Enter MNPl or Provwider 1D

| |

Required value
O Verify MPI/Provider 1D

O I'm newe to Maryland Medicaid and | do not heve an NP or Provider ID

7. Once you have entered and verified your NPI, the provider ID box will turn green and you
will be able to enter the provider / group name you are attempting to enroll

**This is the name that will be listed on your provider business profile.**



Let's Create Your Business Profile

Now that you have a User Profile, you will need to set up a new
Business Profile or join an existing one. Start by entering your NPI
or Provider ID.

.
‘\5) Enter NP1 or Provider ID
' [

Q Verify NPI/Provider ID

b
Maryland

DEPARTMENT OF HEALTH

Required value

1O Create Business Profile

[ rm new to Maryland Medicaid and | do not have an NP or Pravider ID

ePREP Portal
Version: 4.10.12.0 Build: #1235
© Copyright 2021 Digital Harbor Inc. All rights reserved.

8. Security questions portion: please select and correctly answer three corresponding
security questions as they pertain to your business. Once you have completed this portion,
you will be able to continue moving forward through the business profile creation process by
selecting “Next”.

TOUTIZVE 5 CIaNCES PoT SESSTon 10 ST WeT COTTECTTy.

First Question

[ What is your date of birth? -

Answer

ss/ss/ssss l

Correct Answer

Second Question

[ What are the ast 4 digits of your SSN2 v ]

Answer

]

. |
- Maryland

[ What is your phone number for your service address? -
DEPARTMENT OF HEALTH

Answer

Congratulations!!

/@ You had succesfully linked your accountis) to your Business

Profile.
To see your account(s) now click here or select continue to go

ePREP Portal
Version: 4.10.12 0 Build: #1235
ov 10, 20216 Z@RyTighi2021 Digital Harbor Inc. All rights reserved.

**It’s important to note that sometimes these security questions are bypassed and are
able to be completed later in the enrollment process**

9. Once your business profile has been created, you will be taken to the e PREP home page



shown below:

0 O (Hellu. I'm Luey your virtual guide on ePREP o essist you on the path to become & Maryland Medicald prmfder.)

10. From here, please click the “My Applications” tab / or building with the “My
Applications” heading attached shown above.

11. Once you have successfully entered the “My Applications” tab, you will need to create a
new application in order to enroll your provider type with Maryland Medicaid. **Circled
in the screenshot below.**

B My Applications i

@ o O ( Listed bebow 8re your in-progress er submitted applications for your Manyand Madicsia muums)

' @ Mew Application |

Ot || 2 I s || @ s || @ st



12. Application generation: once you have clicked the “New Application” tab, the following
selection will need to take place in order to generate your enrollment application.

13. Application generation selection: please make the selections listed below:

® I'm new to Maryland Medicaid, and | want to create a new application
® |I'magroup or FQHC health care practice
e Continue

Start Application Business Structure NPI Provider Type
Helo. Kellie!
Please enswer this simpl to help me ta determin you

I
If you need nelp witn eny of these opTIons, You can waten the Questionnaine in-comtext tutortal
@ o

Let's get started!

w D 'm enrolled in Msryland Medicald, end | went to creste an spplication
L] .
BEF  I'menrolled in Maryland Medicsid, and | want to sffiliste with snother provider

d [: I'm new to Maryland Medicsid, and | want to creste s new sppication

'Wht kind of provider sre you?
-
@A I'men Indivicusl hesith care practitioner
w5 .
= -Is; I'm & Group or FQHC heatth care practice

- I'm & Fecllity. Clinle. Health Care Orgendzetion or Weiver Provider.
# | uuent to meke changes to my eccount

Once you heve made your cholos. select Continue.

® Please select the Health Care Group option. Once selected, please select continue.



@ O ' @

Start Application Business Structure NPI Provider Type

@ fo) o (Gneat‘ Pow select which busingss structurs best fits your nealthcsre Gmup.)

Ineea a Marylana Madicsia acoount 1o bill for nesltncere services end | sm sppfying s :

1% 'm a Hesltn Cere Group

« Tl beusingmy Type 2 NPl (Orgsnization)
= | have oneor more sffillatad health care professionals whao render services

« My Group practice has One or Mare SWners
© I'maFederally Qualified Health Center (FOHC)

Once you heve made your chalce, select Continue:

e Once you have entered your NPI, please click the “verify” option. Once the NPI has been
verified, the NPI box will turn green and you will be able to successfully continue through
the application generation process.

‘e
® @ O Q
Start Application Business Structure m Provider Type

Okay, you have chosen Individual Solo Practitioner for your application. Please enter your Type 1 National Provider Identifier [NPI))

!.‘; ' o] O that you want te use for this application, and select Verify.

National Provider Identifier (NPI) Verify»

Required value
When you have entered and verified your NP, select Continue.

e Provider type - in the drop down box menu, please select the provider type Doula and
click continue.



Start Application

Business Structure

NP1

O

Provider Type

®

lo] O (Now that your NPl has been verifiad, select your Group's Provider Type from the drop-down list. and press Continue to move on.)

Provider Type

 poula

When you are ready, select Continue.

Previous

e Successful Application Generation - Once you have generated the application, you will be
able to complete each required section from start to submission.

Provider Name
Provider Type

. Applieation ID
m Creation Date
Package Type

Content 1© Expand All
Getting Started
' Getting Started

; Profile Information
EI_ Business Information

Practice Information

'?-tﬁ Disclosure Information

p’ Signature

bv Submit Application

3% Complets 0% Documents

- = ) @ n
2111597E

11/10/2021

Inaiviaual Billing

@ & Getting Started @
= J
0 In-Context Tutorials (ICTs) are available to assistin general aress of the Portal while filling out your
application
0 @ oo Just look for the ; icon.
Familiarize yourself with all the elements of this page, including:
O « Application structure
+ Socialtools
o + Statusindicators

l-_J Check out these other helpful ICTs for Social Chat, Explanations, Share and Messages



14. As you navigate the application, this side bar will indicate your progress. A fully shaded
circle denotes a finished section, while a half shaded circle signifies an incomplete section.

Content © Expand All
Getting Started

’ Getting Started

(=]

IH Business Informaticn

E Practice Information

"" Disclosure Information

@ Rendering Provider Affilistions

& Signature

@ O @ @ @

B suomit Application

15. Business Information:



O O O

Business Profile TIMN/SDAT & Business License Summary
!’?!! 0O O Please share some basic information about your nminess)
Legal name
Required valuz
Dioes your business use a registered Doing Business As (DBA) name? @ Yes O Ne
DEA name
Required value
Doing Business As [DBA)] statement:
f'.}\l Crazand drog here or brosse
S0ME Meaxdmum
ey <Select onesr ﬂ | 2o
Required value
Business number
Required valuz
Extension
[Business Name goes here] Practice
Website's URL

16. Please enter the business’ legal name.

17. If you have a DBA name, please select “Yes”, and attach the supporting documentation. If
you do not have a DBA, please select “No” and click continue.

18. For Entity type, please choose the entity that best fits your organization. Please be prepared to
upload all supporting documentation for this choice ex: Non-profit Organization requires a 501(c)
be attached to the application.



Content © Expand All 0 0 0

Business Profile TIM/SDAT & Business License Summary

Getting Started @
Iﬁl Business Information o p
o O Plzasze share some basic information sbout your business.
=
’ I'h-l Business Profile o .‘
&a ContactPerson o Legal name |r.' DH HOME VISITING SERVICES |
@  Addresses o
Does your business use a registered Doing Business As (DBA) name? O Yes ® No
D Logjstics .
oo
&

@

Practice Information

Entity type | Mot profit Organizstion 01ic) v | 88

el ol I
.’ Disclosure Informatior
NPO - Non-profit Organization 501(c)

(-\) Dragand arop nere or browse

W Rendering Provider Affilistions SOME Maxdmusm

Business number |

ﬁ.‘ Signature

Required velue

@ 0 e @

B suomit Application .
Extension

5 Practice
Website's URL

19. Enter the business number.

20. Please click continue

21. This is theTIN/SDAT Business License page. Please click on theTIN/EIN paperclip.
Please upload the Tax ID Letter for your group.

[l Wl o &l
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22. Please click on the ‘Select your file’ button to upload the TIN/EIN document and
name your document in the ‘Document Name’ box.

Example of TIN/EIN Letter:



@D IRS mas. xevewe sexvice

Sepp—
iﬁ Identification Number:

rorn: [
muber of this notice: [N

For assistance you may call us at:
1-000-029-4%3)

IF YOU WIITE, ATTACH THE
STUR AT THE END OF THIS WOTICE.

WE ABSTGNED YOU AN EMPLOYER IDENTTFICATION WUMIER

Thank for applying for an Employer Tdentification Musber (EIN). We assigned you
EIN ﬂ. This EIN will identify ]lw.. your buminess sccounts, tax returns, and
documents, even Lf you have no employoss. Please keep this notice in your permanent

mmtngmhm.—iu. payments, and related correspondence, it is very important
hat you use your EIN and complete name and address exactly as shown above. Any varlation
may cause a delay in processing, result in incorrect information in your account, or even

|

-

emmmhmmtmmln. 1f the information is not correct am shown
y please make the correction using the attached tear off atub and return it to us.
To obtaln tax forms and publications, including those referenced in this notlice,

visit our Web site at www.irs.gov. If you do pot have sccess to tha Internet, call
1-800-82%=-3676 (TTY/TOD 1-800-829-405%) ar wvisit your local TRS office.

* FKeop a copy of thias notice in t records. This sotice is Lssusd only
tLﬂnﬁmmeMlWlmwm. Yiouu
nrqiwnmuuummmmmmnlwxlu+

* Use this EIN and your name exactly as they appear at the top of this notice on all
your federal tax forsa.

+ pofer to this EIN on your tax-rolated correspondence and documents.

If you have quostions about your EIN, you can call us at the phone number or write to
us at the address shown at the top of this notice. If you write, please tear off the stub
at the bottom of this notice and send it along with your letter. If you do not need to
write us, do pot cosplete and return the stub.

!mru-mmlmmhm-imﬂhmum You will need to provids this
; along with your EIM, if you fils your returns slectronically.

Thank you for your cooperation.



O O O

Business Profile TIN/SDAT & Business License Summary

o O | nead zome additional information about your buziness. Don't forget to attach a clear copy ofyourdocumemscion.)
!‘g

Proviger Federal Tax loentification _
Nurnber (TIMN) or Employer
- i Jus
|dentification Number (EIN) Requirad va
TINEN
(‘] Dirazand drop bere or nowse
1 SOME Maximum
State Department of Assessment amnd NEA
Taxation (SDAT) number

Required valus

23. For the State department of Assessment and Taxation (SDAT) number, please enter your
business SDAT number.
® Providers are required to obtain and disclose their SDAT number on all
applications that request it. Please do not check ‘N/A".



O

Contact Person Information

Who should | contact if | have questions about your application?
. o O Please choose a contact person who will be available duringregular business hours.
-

|, Hazel Abincay will be the contact person

First name

Title/Positi

Business number

Fax Number

Correspondence email address

Required value

Required value

Required value

Required value

O

Summary

24. This is the Contact Person Information Page. Please be sure to fill out the contact
information correctly. The contact person should be the managing employee of the
application. If there are any questions regarding the application, this person will be
the direct contact person.



C O

Service Address Pay-to Address

O U

Mailing Address Summary

Your Maryland Medicsid account is based on the location where health care services will be provided.
Asyou type, a suggested address will appear that can auto-fill the rest of the form for you.

@ o O Remember that a P.O. box cannot be used as a service address.

@ View Address

Street lﬁ.d-:lress Line 1 }
Required value

Ste [Apt # Suite/Apt l

cy (G }
Required value

State/Province l Maryland, MO

County ICDJI"'E'.-'
Required value

ZIP Code/Postal Code 96819-4000

Is this service location ADA (American Disabilities Act) accessible?

Dioes this service location have TTY capability?

25. Please fill out the service address.

2 Yes O No

Required value

) Yes (O Mo

Required value



5 this service location ADA (American Disabilities Acl) accessible?

Does this service location have TTY capability?

26. Please answer the following yes or no questions

) Yes () Mo
Required value
1 Yes ) Ne

Required value



o O O 0

Service Address PartuAddress Mailing Address Summary

@ D O ' Please let me know the address where you want to receive pavmenns;)

Same as Service address

@ View Address

Street I-—‘«-:I-:Iress Line 1 l
Required value

Ste / Apt # ISUite-'.;‘\:'_ l

iy B |
Required value

State/Province <Select a State~
Required value

Courey | |
Required value

ZIP Code/Postal Code IZPC::&-'P-::—I.% Code l

Required value

27. Please fill out the Pay to Address of the location. (If you are not registered for EFT, this is
the address the payment will be sent to.)



e ™
o O O 0
Service Address Pay-to Address Malling Address Summary

@

O O (Laﬁtstep!hcln a mailing eddrass where you want receive officisl Maryland Medicaid cmespmdenc&.)

Seme &5 Service address

9 View Address

Street |'—:'.-'eszL"e- |
Required value

Ste / Apt # |'EL te/Apt |

City | City |
Required value

State/Province «<Select 5 States ﬂ
Required valus

County | Count, |
Required value

ZIP Code/Postal Code |--::_.. Postal Code

Required value

28. Please fill out the Mailing Address for the location. If there is a specific person that needs
correspondence, please identify them in the Ste./Apt.#. Please say ATTN:LAST NAME, FIRST

NAME

29. Please answer the following yes or no questions.

30. What are the business hours for this business location?
a. If you are open 24/7, please check the box.
b. If you are a business that has specific hours of operation, please list them here.



What are the business hours for this service location? ) Open24/7
(") Openon specific business days/nours

Reguired value

31. Has the staff of (Organization) completed cultural competency training? Please answer
‘ves’ or ‘no’.

Has completed a cultural competence training? ) Yes ) Mo

Required value

32. Is (Organization) accepting new patients? Please answer ‘yes’ or ‘no’ as it pertains to your
business.

. P ) i}
Is accepling new patients? ) Yes (3 Mo

Required value

33. What is the age range of the patients that will be treated at this service location?
‘What is the age range of the patients that will be frested at this service location? ) Enter age range O All ages

Required value

34. Does (Organization) see fee-for-services (FFS) Medicaid participants?
Please answer ‘yes’ or ‘no’ as it pertains to your organization.

Does see fee-for-senvice (FFE) Mediceid perticipants? ) Yes

) Mo, | only accept HealthChoice managed care
patients

Required value

35. Does (Organization) provide language services to their patients, other than English, at this
location?
a.lf “yes,” please list all other languages in this section.



Dioes provide language services to their patients, other than English, at this location? ) Yes () No

Required value

36. Once you have completed filling out all of the Business Information, the circle will be
completely filled in.

Content © Expand All
Getting Started .

[ﬁ Business Information .

37. Practice Information Section:

O O

Laboratory Certifications Summary

Here's whers you can sttach all of your professionsl licenzes and certificates.
o O Pleaze provide clear copies so my analysts can read them
=

Wl bill for laboratory services provided to Maryland Medicaid participants
at this locstion? O Yes O No

Reguired value

® Please answer yes or no to the question above.



O O

Laboratory Certifications Summary

Here's where you can sttach all of your professional llcensas end certiflcates.
o 0 O Plesse provide clear coples so miy anglhysts cen resd them.

Will Name of the applicant not provided bl for laboratory services provided to Maryland Medicaid paricipants at this B Yes O No
location? o

CLIA number

Reguired valus

CLIA Certifiont=

(\} Dragend drop here or o
+ SOME Messimun

MD Lab Permit Muminer

NiA

Required value

MID Lot permit ruamiser

“,\' Dragand drop here o e
u SO Misimurn

| do provise patnology endor pulmonary labs st this

location
Do you provide reedical laboratory services for your own patients? O Yes O Mo
Required value
Do you provide medical laboratory services for other than your own patients? O Yes (O No
Required value
Do you receive specimens that are obtained from other sites located in Maryland? O Yez O Mo

Required value

e |[f yes, please provide the document numbers and upload the appropriate
certificates for the business’ CLIA and MD Lab permit in this section.
® Please answer ‘yes’ or ‘no’ to the three questions that follow.

38. This is the NPI/ Taxonomy/ Specialty page. Please double check that the NPI listed on this
page is correct.

a. Taxonomy code should match what is in NPPES
b. If the organization has any additional specialty codes, please list them here.



[El Business Information

Practice Information

. p Licenses & Certifications

> ‘1\ NPl Taxenomy/Specialty

e o 0 @ @

& Additionsl Information
:’@ Disclosure Information

%’" Rendering Provider Affiliations

2

Signature

@ O e @

B> Submit Application

Great work! Mow let's check the NPl number you provided and verified when you
created your application. Then enter your taxonomies

!"‘v!! lo] O Don't forget to have ready a Primary Taxonomy Code.

Mational Provider |dentification (NP1}

Associated Taxonomy Codes

Description Taxonomy Code Type

No taxonomy code listed.
Associated Specialty Codes

NAA

Specialty Code Description Type

No Specialty code listed

Actions

Actions

| ©@Add

©Add

39. Please list the associated taxonomy code. This taxonomy code is listed in NPPES and was

given to you when you first registered for the NPI.

GG EEY GLT]) A eGT:

Taxonomy code

<5elect a value=

Required value

—

@ Primary ( Secondary

000




H Business Information o
Great work! Now let's check the NPl number you provided and verified when you
created your application. Then enter your taxonomies.
Practice Information o i 0 O Dan't forget to have ready a Primary Taxonomy Code.
-
. p Licenses & Certifications .
} o Mational Provider Identification (NPI)
NPI/T: /Specialt:
‘!"' axonomy/Specialty Associated Taxonomy Codes
a Additionsl Information o O Add
'a Disclosure Information o
@ Rendering Provider Affiliations O FEEIH I S Type QI
Doula 374J00000X Primary s fi) |88
ﬁ’ Signature O
Associated Specialty Codes
Submit Application o
> pp —
O Add
Specialty Code Description Type Actions x

No Specialty code listed.

40. This is the Addenda/ Supporting Documents page. Please be sure to attach the ‘Medical
Assistance Program Application Facility / Organization: PT DL: Doula is the correct addenda
needing to be attached to this section of the application.

O 0

AddendaSupporting Documents Susmmary

Thaa prowider type Local Education Agencies/Local Lesd Agency reguires addenda am:)

@ OO sup porting documents to be aiiached to this apalication

Select AddendaSueporting Documents to salect the required addenda and supporting documants. Onoe vou have compkted the
required abtachments select the Add button

M,

x

Aedsdendai Supparting Docsment Mams Dincirnents Arstine

Theaia is o addera

# Provious Lol nuss:

000K



You can find the needed Addendum by going to the Maryland Medicaid website or by clicking on
the following link and downloading the Addendum:

https://health.maryland.gov/mmcp/Pages/Provider-Enrollment.aspx

Addendum Example:


https://health.maryland.gov/mmcp/Pages/Provider-Enrollment.aspx

b

MARYLAND

'f you have questions, please contact the Provider Enroliment Helpline at 1-844-4MD-PROV (1-844-463-7768)

Maonday — Friday from 7am — 7pm.

All providers are required to use the electronic Provider Revalidation and Enrcliment Partal, or eFRER
eprep_health.maryland.gov| for enrollment, information updates, provider affiliations and revalidations.

Group Doula Attestation Form. Please fill out the infermation below and upload the completed addendum to the

“fdditionzl Information” section under “Practice Information™ within the gPREF (eprep.health. maryland.gov)

“Applications™ tab, along with any additional documents requested within the addendum.

Date of Attestation Submission: __ [ [

Attestation of Certification [Check all certifying organizations that you accept from your doulas in order to provide

services)
J  ancient song Doula Services
o Full spectrum Labor & Postpartum Certification
1 childbirth International (CBI]
o Birth Doula Certification
o Postpartum Doula Certifications
1 The childbirth and Postpartum Professional Association (CAPPA):
o Certified Labor Doula
o Certified Postpartum Doula
o Certified Community Lactation Educator Certification
1 Doulas of Morth America (DOMA)
©  Birth Doula Certification
o Postpartum Douls Certification
J Doula Trainings International:
o Full spectrum Doula Certification
o OR (Birth Doula Certification and Postpartum Doula Certification)
' The Internstional Black Doula Institute (IB04):
o Pregnancy & Childbirth Doula Certification,
o Postpartum E Mewborn Certification
o Lactation/Breastfeeding Certificate of Completion
J international Childbirth Education Association (ICEA)
o Birth Doula Certification
o Postpartum Doula Certification
1 mamatong village
o Community Birth Waorker Certification
a roityise:

o Labor Doula Certification
o Postpartum Doula Certification

Vi 2072 effedtive 11,2022



$)
»
MARYLAND

Department of Health

Attestation of Doula Program Certification [Check all that apply]

1 The orzanization attests that all employed doulas have successfully obtained one of the certifications checked
above, and have exhibited the competencies necessary to deliver doula services.
AND
' The organization maintzins a typed roster of all doulas who are in good standing, which includes each doula's
full name, NFl number [optionzl], birth date, and Social Security Number; with proof of their qualifications as
described abowve, and will be able to provide supporting documentation if requested by MDH.

Attestation of Liability Insurance [Check one|

' Yes, my organization requires adequate liability insurance for each doula.
1 Me. If no, please attach explanation.

Attestation of Fingerprint Criminal Background Check Completion
1 lunderstand that all doula providers have paszed a Fingerprint Criminzl Backzround Check {FCBEC).

Addenda/Supporting Document

Addenda/Suppartiveg Dociument

Maime

41. Please click on the ‘Add’ button to name the Addendum.



Upload Document X

o

File size can not be greater than 50 MB

Please note that in order for your document to be reviewed, you must remove any

passwords that have been used to keep it secure.

Section Name Addenda/Supporting Docurnents

Document Name

Title
Required value

Description

Share it in Document Library.

This is a sensitive document.

42. Please click ‘Add’ again to upload the Addendum.



o o

Addenda/Supporting Documents Summianry

Thee proicier type Local Education Agencies/Local Lesd Agency redquines addenda snd
d QO supporting documents to be attached to this soobcation

Selel ireg Descurments 10 select e reguired sooends and cupporming documents. Once vou Reve completad the
required attachments sebect the Add button

A ddandad’ Supponing Document Nams Dacumants Acrions

X

Faciity Organization

documant is requirad

43. Once the Addendum is uploaded, please click continue.




Has| i been terminated, denied () Yes @® No
anrollment, suspendead, restricted by Agreement or otherwise sanctioned by the

Medicaid program in Maryland or in any other State, Medicare, or any

governmental or private medical insurance program?

Has S - s ever been convicted of a crime ) Yes @ No
related to the furnishing.of, or billing for, medical care or supplies or which is

considered an offense against public administration or against public health and

morals in any State?

or abuse involving a government program in any civil proceeding?

Has ever entered into a settlement O Yes @ No
toresclve a proceeding related to fraud or abuse involving a government
program?

Has vever had their business or ) Yes @ No
professional license or certification suspended, surrendered, or in any way
restrictad by probation or agreements by any licensing authority in the state?

Are there currently any proceedings that could result in the above-stated O Yes @ No
sanctions?

‘ Hask ever been found liable for fraud O Yes @ No
4,

44. This is the ‘Adverse Action’ page. Please fill out any adverse action information.



O O

Fines and Debis {Gov.) Summary

If you heve any fines or debts to any orgenization relsted to Medicare, Medicsid or amy other federal or state heslth care programs,
s o plesse let me know of your peymant srrengements.

[ This business has no current State or Federal government Fines/Debts

Type Agency Mame Amount Date Issued Date to be Paid-in-full Documents Actions x

Mo Fines/Debts listed

45. Once you have completed the adverse action page, please click continue. Please fill out any
fines or debts that the organization has.

Subcontractors Summary 0
Getting Started .
a Profile Information o
Awesome,. ! This part is even simpler. It's related to any sUDCCNTrECtors you may
i 0 O or may not have.
Iﬂ Business Information o .-
Practice Informstion Does have any stcort'amo'rs to which the applicant has c:u'ntra:'.ed or - -
delegated zome of itz management functions or responasibiliies of providing U ez U Mo
healthcare zervices, equipment, or supplies or with whom the applicant has entered
= into & contract, agreement, purchase order, lease, or leases of real property, to obtain Required valus
‘M Disclosure Informstion space, supplies, equipment, or services provided under the Maryland Medicaid
Program?
oa
[
A Adverse Actions

@ Fines and Debz: (Gav)

’ E Subcontractors

uyn
l*‘ Conzrol Interesz

@ sigifcartTransssions

O OO0 0O 0O O @

: Delegsted Officizls

O

d. Signature

=]

B suomit Application



Control Interest Summary
Getting Started

a Profile Information

e 0 o (Please let me know about eny individusls who have control interest in your prsctice.)
m Business Informaticn . .

0000

Arethere any Individusls who have Control Interestir

Practice Information All bosrd members, corporste officers, directors, sgents, and mansging employses o must be reparted in this section as well.

e - . [0 This business has no current individuals with Director Indirect Cantrol Interest
.‘ Disclosure Informstion

oo
&
A naverse Actions N,
©aAna | &
@ Fines and Debxs (Gov:)
E Subcontractors x
Type Name Control Interest Status Actions

s
’ *ag Control Interest Mo Ownership Control Interest listed.

@ Significant Transactions

O 00O 0O 00O O @ @ e o

; Drelegstea Officizls

o]

ﬁ‘. Signature

=)

B suomit Application

46. This is the Ownership/ Control Interest page. Please click ‘Add.” Please enter the provider
name and address.

Add Ownership/Control Interest x

Entity ndividual

Bequired valu

+ Add X Cancel

47. Please identify if the organization is owned by an entity or an individual.




Add Ownership/Control Interest

First name

Middle name

Last marme

Beqguired value

Required value

48. With either the entity or individual, please identify their name.

® o ot
o Profile Information

] Business Informstion

ice Informatis

a9 Disclosure Information

A Acverss Actiors

‘Q’h Finesand Detts.

» &85 Comtral lmtersst
P Sigrificant Transections

& Delegered Officials
-

4" Signature

B Submit App

Does Allyson League currently participate or has ever particioated 25 2 provider in the Manydand Medizaid
program or in another state

0O 0@ O0O0O0 @ @ @ @

o

Pleaze enter the followingInformation

First name

Middle name

Last name

Social Security Number

Date of birth

MNational Provider identification (NP1)

Primary Residence

Flew.
Street

Ste. [ Apt #

Ciey

State/Province

County

ZIP Code/Postal Code

Medicaid program?

Alyson

Lesgue

Required value

Required vale

Age

Required value

Requirad valse

Required value

O Yez (0 Mo

Reguired valus



Content

Getting Started

& Frofile Informetion
IEI Business Information
E Practice Information
.K, Disclosure Information

A Loverss Actiors
@'& Fines and Dests (Gov}
[y susoarerscaars
> &85 Control Imter=st
P Sigrificant Trersections

& Delegeeed Officials
4" Signsture

P Submit Appik

© Expand All

O 0@ 000 @ @ @ @

=)

49. Please fill out the ownership individual/entity information.

G i) ) )
A A A
Individual Information Control Interest Assoclation Adverse Actions

Plesze select ane or mare of the options that spply to Allyson League

O Bosrd Mamber

[0 ManzgingEmployes

O agem

O Director/Officer

O other

Summary

0000©



r - A A A
Individual Information Control Interest Aszzoclation Adverse Actions Summary

-
GettingStarted ® e
Associations/Family relations with subcentractors and owners of subcontractors Q
& Frofile Infarmation [« ] 6
Ownership of 5% or more on any subcontractor
IEI Business Information Q G
Does Allyson League have ownership with any of | subcontractors disclosed in this application? O Yes O No |_.Gl_
E Practice Information o Required valus
l Plesseer
‘24 Disclosure Information o
A hoverse Actiors (o] Family Relations with subcontractor or subcontractor's owner(s)
é’ Fines and Dests (Gov.| o] Does Allyson League have family relations with any of subcontractors disclosed in this Vs o
application? OYes O
By someervesiens o Required valuz
’ &85 Contral Intersst (] =
P Sigrificars Transections o]
- Does Allyson League have any famify relations with 2ny owner(s) of r subcontractors? -
& Delegezed Officiels o] O Yes O No
Required value
& Signature o 2
B Submit Application o Aszociations/Family Relations with Individuals (owners/confrol interest of Applicant)
Is Allyson League affiisted with any Entities or is famiy related to any Individusls disclosed in this -
application? O ¥es O Mo
Required value
Other Associations
Does Allyson League have any ownership or Control Interest in any other health care provider participating O Yes O Mo
or not participating in Maryland Medicaid?
Required value

[ ]

50. Please answer the “yes” or “no” questions about the ownership entity or individual.



Content © Expand All O O

Significant Transactions Summary
Getting Started

& Profile Infarmation
Ay o O Plesse carefully rezd this question and answer socordingly.
[E] Business Informetion .‘
agree that upon request by the Secretary of the Manland Department of Health. orthe v ) np
E Practice Information Her.lerc Depariment of Health full and comglste information will be supplied within 35 days of the date of
request, concerning: Required value

ership of any subcontractor with which the Title XIX Provider has had, during the previous 12

ons in an aggregate ameount in excess of $25,000.00 and
usiness transactions, occurming duning the 5 year period ending on the date of such
e provider and any wholly-owned supplier or subcontractor.

‘3 Disclosure Information

A Aovene Aotiors
@ Fines ana Deres (Govl
By suscarersctors
8% Contral Interest

’ @ Significant Tranzactions

OO0 @0 00 @ @ @ @

da Delegeed Offcisls

o

4" Signature

B Submit Appd

51. This is the ‘Significant Transactions’ page. Please mark ‘yes’ to the following question.

=

00000



Getting Started [ ] y v_
&, Profile Infarmation [« ]
Here's whera you can designate all Delegsted Offictsls for your heshth care business.
A Delegatea Officlal iz efther 1) en Individual with ownership/zontrol Interest or 2) 3'W-2 employee (not a contractor] to whom
Iﬁl Business Information o you wish to glve suthorizstion wo sign Affillste epplications on benalf of your Group or Orgenization. Q
Adding 3 Delegated Official 1s optionsl. i you choose not to sdd one. that means only your Group/Organizstion's suthorized Q
E Dractice Informsation Q iy o O Indhidusls may sign Affillate applicstions.
m Disclosure Informstion o
[m) r does not want to report any Delegated Officials &t this time.
-3 Loverss Acviors o
Fines ara Deats (Gov) o
QA
— o =
Control Interesz 0
Legal Name Reported by Added Date Last Update Status Actions x
Significant Transactions 0
Mo Delegated Officaals listed.
> s Dlesated Officials o
49 Slignature (o] O A DELEGATED OFFICIAL mesns an Individual who s delegstad the suthority to sign on/behalf of the spplicent or provider by en suthorized officisl for
sltuations as specified Inthe provider bulletin titled Requirements and Procedures for Groups Designating Delegeted Officials. The delegeted official
masst be an Indhvidu Oramarshipor control Interestin, or be 5 W-2 Employee of. the provider or spelizant. An Independent contractar cannot be s
B Submit Application Q delegated offictal.

Delegated officials may not delegste thelr authority to any other Individusal. Ondy anauthorized officlsl may delegate the suthority to make changes
‘and/or updstes tothe entity’s Merylana Mediceld enrollment Information. The suthorized official will still retain the suthority to make changes end/or
updstes, even If & oelegated officiel is sppointed.

=) will be the anly

A provider or epplicant Is not required to have a delegeted official. However, If no delegeted officlal Is assigned, the suthorized offic)
person(s) whao can make chenges and/or updates to envoliment information.

‘Signatures provioed by oelegstea officisls snall nave the same foroe ana effect as that of an autnorizea official, ana snall legally anafinancially bing the

provider or applicent to the laws, regulstions, provider bulleting snd program Instructions of the Marylznd Medicaid program.

By hls or her signature on sffillstion forms, & delegated officlal certifies that the Inaividus! has resd the Manyana Meaizsla Provider Agreemant, and 2l
Informetion In the sffilistion form and agrees to sdhere to &l the stated requirements. The delegested officlal also certifies thet hedshe mests the
definitionof & dglegated officlsl az defined in provider bulletin tiied Requirements end Procedures for Groups Designsting Delegated Officizlzs. The
deleggted official certifies under penalty of

B

52. Please identify any delegated officials.

o, O

Rendering Provider Affilations Summary

Pleaze gizclose each Rendering provicer sffilistion oy selecting Aoa Rentering (st |=sst one is required).
If &n indiviaual iz dizclosed in the Ownership/Control Interest sub-form and renders s=rvices st this location, they must also be sdded

@ o O &5 & Rendering provider.
L 4§

Lo I

Application ID App Status Rendering Name Provider Type NP1 Status Actions x

No sffiliations listed

e



53. Please identify any rendering provider affiliates. If all rendering providers are now
affiliated, no action is required. If there are any new rendering providers that need to be
affiliated, please do so at this time.

54. If there are no organizational affiliations, please click ‘No.

55. If the organization does have affiliations, please click ‘Yes’ and add any needed information.

56. Once onto the signature portion, please fill out the required information and click submit.

Contant

GettingStarted
IEI Business Information

a Practice Information

'i" Disclosure Informstion

48» Rendering Provider Affillstions
& Signature

4 [ Esienaturs

P Submit Applicetion

© Expand All

o 0 @ @ @ @

e

o O O

Declarations E-Signature Summary

“¥ou're elmost resdy tosign your spplication!

Even though you're comgleting and submitting your apolication througn ePREP Portal and not an paper, your signsture s still
requires. Usingtne slex fastura.y hi tion [ust ke your handwrizten slgnature.

@ Oo Plesse resa tne Marylznd Medicsia Provider Agreement @nd then check the bowes 1o oeclare thet you sgree with this process.
N

iEC20 Lontinue with the e-Signature procsss, you must resd the Provicer Agresment.

Maryiand Medicaid Provider A

TTEEmEnt

|. Allyson League, have resd, understood, snd agres with the terms of the Menyand Mediceld Provider Agreement.

|. Allyson League, declere thet | have legal suthorization to sign this application for and on behalf of MDH HOME VISITING SERVICES.

|. Adlyson League. have reviewed mry spplication and believe all informaticn and sttechments are correct to the best of my knowledge

|. Allyson League., declere under p

that the foregpingInformation and the Information on all sttechments

15 trug, ecourste and complete. to tl am suthorized tos;

nis spplication pursugnt to State Regulstions.

CO0CO00e



Content

GettingStarted

[E=5] Business Informetion

B Prectice Information

m Disclosure Information

48» Rendering Provider Affillations
&* Signature

» [ Esienaturs

P Submit Application

© Expand All

e @ @ @ e 9 e

e

Declarations

)
s

E-Signature

To continue with the e-Signature process, | need to verify your personsl Information.

After agresingto the dec

aration. make sure your Soclal Security Number ana Date of Birth are identical to what you entered In

section of the O i

® o\ e

the same wey 22 If you

your PIN stan ATM.

if you need nelp with this section, please watch this In-Context Tutorial sbout e-signinga Facllity spplication.

|. Allyson League, sgree that my electronic signature Is sttributable as defined in Commesclsl Law Artid

SSN (lasst 4 digits)

Year of birth

Email address.

AR

Required value

I
Required vahue

sllysonleagueEmanyland gov

Content

Getting Started

[E=5] Business Information

B Prectice Information

m Disclosure Information

w Rendering Provider Affillations
g Signature

B Submit Applizetion

& crecklisz
1 4 o Submit

© Expand All

e © o o o o o o

O

Submit Application

Almost finisnea! B=fore you submit Allyson League spplication, yOu My want 1o review tThe MOST CoMmon mISTEXEs made et
7 00| e

sthons to be deficlent. Ta rave:

mistakes, s2lect the “Show Me” button below.

» Show commaon mistakes that cause application deficiencies

Provider Agreement

| ot submit Acolination

0000




Congrats your spplicstion was submitted!
We would love to hear your feedback on our éPREP Portsl

Tell us sbout your experience

WIWW W W

Please feel free to rate the ePREP system and leave any comments that pertain to your application
submission.

Thank you for your time.

If you have any questions, please contact us at
mdh.providerenrollment@maryland.gov




